WHAT'S KNOWN ON THIS SUBJECT: Cigarette smoking during adolescence causes significant health problems. Health care providers play an important role in promoting tobacco use abstinence among adolescents, but recent data on the prevalence of provider screening and advice to adolescents are lacking.
Preventing tobacco use and promoting tobacco cessation among youth is an important strategy for ending the tobacco epidemic. [1] [2] [3] Tobacco use and cigarette smoking initiation occur primarily during adolescence and continue into young adulthood. 2 Each year, nearly 400 000 youth under age 18 years smoke their first cigarette, with about a quarter of those individuals becoming new daily smokers. 4 Cigarette smoking during adolescence causes significant health problems, both during adolescence and, with continued smoking, across the life course. 2, 5 Therefore, adolescence represents a critical time period for tobacco cessation with the goal of preventing more established or long-term tobacco use behaviors.
The prevalence of youth tobacco use has decreased over the past decade, suggesting that tobacco control policies and programs have been effective in reducing and preventing tobacco use. 2 However, the use of smokeless tobacco has not changed in recent years, and declines in cigarette smoking have slowed; nearly a quarter of high school students and nearly 1 of 12 middle school students reported past month tobacco use in 2011. 6 Continued implementation of evidence-based prevention and cessation approaches is needed. 2 Coordinated, multicomponent interventions that include mass media campaigns, comprehensive community and statewide tobacco control programs, price increases, and school-based policies have been shown to be effective in reducing initiation, prevalence, and the intensity of youth smoking. 2 Interventions delivered by primary health care providers can also play an important role in prevention and cessation. 1, 2, 7 Research suggests that adolescents view physicians as a preferred source of smoking cessation information, 8, 9 and between 68% and 84% of adolescents under age 18 years report seeing a doctor at least annually. 3, 10 Accordingly, a number of national guidelines recommend that health care providers offer adolescents tobacco use screening, education, and counseling during theirannual visit. 1, 11, 12 A majority of practice guidelines recommend that clinicians ask pediatric and adolescent patients about tobacco use, provide advice to abstain from tobacco use, and provide counseling interventions to help those who use tobacco to quit. 1, 7, 12, 13 Tobacco cessation medications are not currently recommended for use in adolescents because of insufficient evidence for or against their effectiveness. 1 Data from the 2000 National Youth Tobacco Survey (NYTS) indicate that only one-third of adolescents who visited a physicianin the previousyear reported receiving preventive advice about the dangers of tobacco, and only 16.4% of adolescentswho smokedinthepastyear reported receiving advice from a physician to quit 14 ; those who were established smokers were significantly more likely to receive both preventive and cessation advice. 14 To our knowledge, no study has assessed more recent data on the self-reported prevalence of health care provider advice for tobacco prevention and cessation among US adolescents. Therefore, we assessed the prevalence of self-reported receipt of health professional screening and advice about tobacco use using data from the 2011 NYTS. Cessation behaviors and correlates of past year quit attempts among smokers were also explored.
METHODS

Sample
Data were obtained from the 2011 NYTS, a nationally representative survey of US studentsenrolledingrades 6 through 12. Students completed a self-administered survey in a classroom setting. The target population consists of public and private school students in the 50 states and the District of Columbia. A total of 18 866 respondents completed the 2011 NYTS, yielding a response rate of 72.7%. For the purposes of these analyses, only those who responded to questions about smoking and health professional screening and advice were included, yielding a sample of 18 094. Additional information about the survey design and sampling methodology of NYTS can be found elsewhere. 6 
Measures
Tobacco Use and Smoking Status
Current tobacco use was defined by asking: "During the past 30 days, on how many days did you [smoke cigarettes, smoke cigars/cigarillos/little cigars, use chewing tobacco/snuff/dip]?" In addition, students were asked: "During the past 30 days, which of the following products did you use on at least 1 day: role-your-own cigarettes, flavored cigarettes, clove cigars, flavored little cigars, hookah or waterpipe, snus, dissolvable tobacco products, electronic cigarettes, or other products." Those reporting $1 days of use of any of the above products in the past 30 were considered current tobacco users. Polytobacco users were those who reported current use of cigarettes and at least one other tobacco product.
Current smoking status was assessed by the question, "During the past 30 days, on how many days did you smoke cigarettes?" Those reporting they smoked $20 of the past 30 days were considered established smokers; those reporting they smoked between 1 and 19 of the past 30 days were considered nonestablished smokers. 14 Former smoking was assessed by asking students, "When was the last time you smoked a cigarette, even 1 or 2 puffs?" Those who last smoked $30 days ago were considered former smokers. Never smokers were those who reported that they had never smoked, not even 1 or 2 puffs.
Never smokers were further classified into those with high susceptibility and those with low susceptibility to future smoking using the following 2 questions:
(1) "Do you think you will smoke a cigarette at any time in the next year?" [definitely yes, probably yes, probably not, definitely not] and (2) "If one of your best friends were to offer you a cigarette, would you smoke it?" [definitely yes, probably yes, probably not, definitely not]. High susceptibility was defined as any answer besides "definitely not" to 1 or both questions. All others (eg, those responding "definitely not") were considered low susceptibility. The same definition for susceptibility has been used in other tobacco-related research with youth. 15 
Health Professional Screening/Advice
Health professional screening was assessed by the question, "During the past 12 months, did any doctor, dentist, or nurse ask you if you use tobacco of any kind?" with response options "Yes," "No," and "I did not see a doctor, dentist, or nurse during the past 12 months." Those responding that they had not seen a health professional in the past 12 months (8.4% of the sample for the screening question) were excluded from analyses assessing or including the health professional screening variable Those who saw a health professional in the past year did not differ significantly from those who did by school level or current any tobacco use, but differed significantly by race/ethnicity (a lower percentage of Hispanics and "Other" race saw a health professional), age (a lower percentage of those age 17 years and older saw a health professional), and gender (a lower percentage of males saw a health professional; data not shown).
Health professional advice was assessed by asking students, "During the past 12 months, did any doctor, dentist, or nurse advise you not to use tobacco of any kind?" with the same response options as the screening question. Again, those responding that they had not seen a health professional in the past 12 months (8.7% of the sample for the advice question) were excluded from analyses in Tables 1, 2 , and 3. Never smokers were included in questions about health professional screening and advice because preventive advice about abstaining from tobacco is recommended by current national guidelines. 1, 7 Cessation Intentions, Behaviors, and Treatment Among current smokers, the following items were also assessed: planning to quit smoking for good, the number of past quit attempts in the past year, the length of the past quit attempt, and the use of cessation treatment during the past 12 months.
Sociodemographic Characteristics
Sociodemographic characteristics included gender (male or female), school level (middle school or high school), age (#12, 13-14, 15-16, $17 years), and race/ethnicity (white, non-Hispanic; black, non-Hispanic; other, non-Hispanic; and Hispanic). Grades 6 through 8 were considered middle school; grades 9 through 12 were considered high school.
Data Analysis
Health professional screening and advice was examined by demographic characteristics among all tobacco users andwithin each smoking status category (established, nonestablished, former, high susceptibility never smoker, low susceptibility never smoker). Withingroup comparisons were made by using x 2 statistics and by assessing confidence intervals.
Cessation intentions and behaviors were also examined among established and nonestablished current smokers. Logistic regression models were constructed to assess the association between health professional counseling (ask and/or advise) and past year quit attempt (yes/no), adjusting for gender, school level, age, race/ethnicity, smoking frequency (established/nonestablished), and polytobacco use. All statistical tests were 2-tailed, and the level of statistical significance set at P , .05. Data were weighted and analyses performed with Stata version 11 (StataCorp, College Station, TX).
RESULTS
Smoking Status
The overall prevalence of current tobacco use was 16.6% (95% confidence interval [CI]: 14.7-18.5), 10.8% were current cigarette smokers (95% CI: 9.2-12.5; 3.6% were established smokers and 7.2% were nonestablished smokers), 17.3% were former smokers, and 71.9% were never smokers (22.6% high susceptibility and 77.4% low susceptibility; Table 1 ). The prevalence of established smokers was higher among high school versus middle school students, and white, nonHispanics compared with black, nonHispanics, and increased with age. The prevalence of nonestablished smokers was higher among high school students and Hispanic students and increased with age. The prevalence of former smokers was higher among high school students, among Hispanic students compared with white, non-Hispanic students and those of other races, and increased with age. The prevalence of high-susceptibility never smokers was higher among those ages 13-14 and 15-16 compared with those #12 or $17 years old and among those who were African American, non-Hispanic, or other non-Hispanic races compared with those who were white or Hispanic (Table 1) .
Health Professional Screening/ Advice
Among all respondents who visited a health care provider in the past year (regardless of smoking status), the selfreported prevalence of being asked about tobacco use was 32.2% (95% CI: 30.2-34.1), and prevalence of advice to quit or avoid tobacco was 31.4% (95% CI: 29.5-33.2; data not shown); 47.1% of those with any current tobacco use reported being asked about tobacco, and 37.3% reported being advised to quit tobacco (Table 2) . Among current, former, and never smokers, the prevalence of being asked about tobacco use was highest among established smokers (65.3%), followed by nonestablished smokers (43.9%), former smokers (38.6%), never smokers with high susceptibility (37.7%), and never smokers with low susceptibility (28.6%). The prevalence of health professional advice to quit or avoid tobacco use was highest among established smokers (52.6%), followed by never smokers with high susceptibility (33.2%), former smokers (32.8%), nonestablished smokers (32.6%), and never smokers with low susceptibility (30.2%; Table 2 ). Approximately 20.8% of students reported being both asked and advised; ∼10.5% indicated they were advised but not asked.
Among all current tobacco users, the prevalence of being asked about tobacco use was significantly higher among high school than middle school students and increased with age ( 
DISCUSSION
This study analyzed nationally representative data to assess the prevalence of health professionals asking about tobacco use and advising US middle and high school students to quit. Among all students who reported seeing a health care provider in the past year, less than one-third reported being asked by a health professional about tobacco use or receiving advice to quit or avoid tobacco, and among all current tobacco users who saw a provider in the past year, less than half reported being asked about tobacco use or advised to quit. Applying our findings to the population level, this suggests that .6.6 million youth and adolescents who currently use tobacco or are at high risk for future smoking did not receive advice from their health care provider to quit or avoid tobacco.
The prevalence of being asked and advised was highest among established smokers, but only slightly more than one-half of adolescents who smoked .20 of the past 30 days reported receiving advice to quit. Only 44% of nonestablished smokers reported being asked about tobacco use, and less than one-third reported being advised to quit. Even fewer former and never smokers reported being asked about tobacco use. A small percentage of those who reported being advised not to use tobacco did not report being asked by a provider if they were tobacco users or not. This may be because health care providers are offering a generic message about avoiding tobacco products, The analytic sample for this study was n = 18 385; 291 respondents were excluded from the analysis of cigarette smoking because of missing or inconsistent responses. Among the remaining 18 094 respondents, 2347 were excluded from the analysis of ask/advise behaviors because they reported not seeing a doctor within the past 12 months or they provided conflicting responses about seeing a doctor when answering the "ask" and "advise" questions. regardless of use behaviors, or it may be that students simply could not recall providing information about their tobacco use.
Advice to established smokers may be higher than advice to other groups for a number of reasons. First, established smokers may be more likely to recall the provision of advice or may be interested in quitting and thus bring up the topic for discussion with their health care provider. Second, health care providers who suspect, or are aware that an adolescent is a smoker may be more likely to administer tobacco counseling to these individuals. Reporting smoking on health history forms may serve as a prompt for health professionals to talk to patients about smoking. 16 However, identification of adolescent smokers is difficult because their self-reports of tobacco may be less accurate than adults; adolescents are more likely to underreport tobacco use out of fear of parental sanctions or motivation by social desirability. 16 Third, infrequent or nondaily smokers may not consider themselves to be smokers [17] [18] [19] and thus may decide that a question about tobacco use during clinical history does not apply to them. Health care provider training and systems changes may be needed to ensure that screening questions ask all adolescents about tobacco use behaviors (eg, have you smoked a cigarette or used other tobacco in the past month) as opposed to asking whether they are a smoker or tobacco user.
These data suggest that although health professional counseling is a recommended preventive service, 1, 11, 20 it is provided infrequently to adolescents, regardless of their current tobacco use or smoking status. This may be due to the myriad other preventive guidelines that clinicians are required to follow. Counseling rates may also be lower because limited research exists on effective cessation treatments for adolescents. 1 Compared with other nationally representative data on adult tobacco use screening and counseling, 21 the prevalence of clinician screening and counseling among established adolescent smokers in this study was lower (ask: 88% in adults smokers vs 65% in adolescent established smokers; advise: 66% in adult smokers vs 53% in adolescent established smokers). Prevalence of adolescent screening for and counseling about tobacco use was similar to nationally representative prevalence of screening and counseling adolescents about other preventive risk factors such as weight and hypertension. 22, 23 A number of recent policy initiatives may help topromote routine tobaccouse screening and cessation advice among adolescent patients. First, the Patient Protection and Affordable Care Act, passed by Congress and signed into law in 2010, covers tobacco cessation counseling for adults as a preventive service, which may provide impetus for increased adolescent tobacco-related counseling among providers who see both adults and youth. In addition, the US Preventive Services Task Force recently recommended interventions for children and adolescents by primary care physicians to prevent tobacco use initiation as a grade "B" recommendation. 12 Second, tobacco-related measures on Meaningful Use (a set of standards defined by the Centers for Medicare and Medicaid Services and governing the use of electronic health records,) cover tobacco use screening for patients age 13 and older. These standards may help set a precedent for asking and advising adolescent patients.
Despite these generally low levels of tobacco-related counseling, previous data from NYTS suggest that progress has occurred, particularly among established and nonestablished smokers. In 2000, only 29.7% of established smokers and 13.2% of nonestablished smokers reported receipt of advice to quit, compared with 52.6% and 32.6% in this 2011 data, respectively. 14 Increases in the prevalence of self-reported health professional counseling for tobacco over the past decade are encouraging and may be due to efforts to integrate health care provider cessation interventions into clinical practice through medical education, health care system changes, improved counseling and medication treatments, and health plan benefit design. 10, 24 In addition, the 2008 update to the US Clinical Practice Guideline on Treating Tobacco Use and Dependence recommended for the first time, based on scientific evidence, that counseling adolescents about tobacco use in a clinical setting was effective for increasing cessation. 1 Being asked about tobacco also varied by gender, school level, and age. Among established and nonestablished smokers, patterns of health professional counseling did not necessarily follow patterns of use. For example, although a greater percentage of boys in middle school and high school report smoking cigarettes, 6 girls reported higher rates of health professional counseling. Health care providers should offer screening and advice to all adolescents, particularly among higher risk populations.
More than half of youth who were established or nonestablished smokers reported trying to quit in the past year, with the majority trying to quit multiple times. However, even among nonestablished smokers, the past year quit attempt prevalence of 59% remains below the Healthy People 2020 goal of 64% for adolescents. 25 In this study, receipt of health professional counseling was significantly associated with increased odds of having made a past year quit attempt. This association could be because adolescents who are interested in quitting are soliciting advice from a health professional, or it could be that health professional advice is motivating adolescent smokers to try to quit; longitudinal research is warranted to assess temporality and any causality between advice and quit attempts.
This study is subject to a number of limitations. First, we were not able to differentiate between preventive health care visits and other acute care interactions in this study. Although ideally tobacco use would be addressed at all visits, 1 addressing it during problem-based interactions may be more challenging. Still, NYTS asks about any past-year clinician encounters; most adolescents should have had at least 1 preventive visit over the course of the year, 3, 10 providing an opportunity to discuss tobacco use in a preventive context. Second, we were also unable to identify the type of clinician being seen (eg, primary care, specialist, nurse). Some clinician specialists may not feel that addressing tobacco use is part of their job, despite evidence suggesting that advice from multiple types of health professionals can further increase quit attempts. 1 Third, NYTS did not ask adolescents questions about clinician screening of exposure to secondhand 
CONCLUSIONS
Although the prevalence of self-reported health professional counseling for tobacco has improved over the past decade, more than two-thirds of adolescents, including more than half of those who were current smokers, were not asked about or advised by a health professional to avoid tobacco use. This amounts to a missed opportunity for intervention with an estimated 6.6 million youth. Health professional advice is significantly associated with past-year quit attempts and should continue to be prioritized in health care settings. By asking adolescents about their tobacco use and encouraging them not to use tobacco, health care providers can play a critical role in reducing the tobacco epidemic.
PROOF OF PIZZA AUTHENTICITY: One of my sons manages a pizza restaurant. He is serious about his craft, making sure the dough is freshly prepared, at the correct temperature before spinning, and spun to the correct degree of thinness. Whenever I visit him in the restaurant, I always ask for a "manager' s special" which invariably is very tasty. He firmly believes in very thin crust and a light touch with the cheese and toppings. While he makes wonderful pizzas, he does not have a seal of approval from the Associazione Verace Pizza Napoletana, a nonprofit organization founded in Naples three decades ago to promote and protect what they have defined as true Neapolitan pizza. The organization is similar to other organizations that try to protect the heritage of specific foods or wines. However, the Associazione Verace Pizza Napoletana does not insist that the Neapolitan pizza come from Naples, but that true Neapolitan pizza is made to exacting standards using traditional techniques and very specific ingredients. Obtaining a certificate of approval from the organization is challenging and quite expensive. While the recipe for a classic Neapolitan pizza is quite simple (flour, water, yeast, sea salt, fresh mozzarella, San Marzano tomatoes, and a short cooking time in a very hot oven), the apparent simplicity masks a huge number of steps to achieve the right balance. Pizza makers who want to obtain the seal of approval usually attend a course in Los Angeles that reviews the appropriate texture of the flour (talc-like), how to deftly shape the dough, and even the best way to grind the San Marzano tomatoes. Special wood fired ovens that reach temperatures of 1000 degrees (and are best for cooking the pizza) may cost $25,000. Pizza makers who have gone through the process are convinced of the importance of preparing the recipe properly and describe the pizza as an artisanal product. So far, only 500 pizzerias worldwide and 76 in the US have obtained the seal of approval. Given the costs, I doubt my son will apply for a certificate anytime soon. Still, he does the best he can and regardless of whether he can hang a piece of paper in the store, I still think his pizzas are very, very good indeed.
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